For centuries, preparation and ceremony have played an important role in key life events, such as the birth of a child or marriage. While we practise the ceremony of death, our preparation remains poor at best. One method which can facilitate societal preparation for death is advance care planning. For a number of years, this has been a focus of improving end-of-life care and allows for discussing and documenting patients' wishes in the event that they are unable to provide them. Advance care planning has been demonstrated to provide measurable benefits: improved patient symptoms, reduced use of undesired invasive interventions, improved quality of life and reduced anxiety and grief for family members [1] [2] [3] . Despite the known benefits, the uptake of advance care planning has remained poor nationally and internationally [4] [5] [6] [7] . Prior Australian research has shown that only a small proportion of patients enter the intensive care unit (ICU) with explicit treatment limitations at admission 8 .
Patients who come to the ICU are amongst the sickest patients in our hospitals. Patients can be admitted to the ICU unexpectedly (following accidents or sudden onset of illness) or as unplanned but not necessarily truly 'unexpected' admissions. These patients often have significant underlying chronic health issues, including metastatic cancer, advanced cardiac, respiratory, renal, or hepatic failure, or frailty, with a high likelihood of death in the ensuing months. In spite of this known shorter life expectancy, most patients have not expressed what is important to them in their last days to weeks. This lack of knowledge about patients' wishes is amplified as their health deteriorates to the point of an intensive care referral, when they are often unable to express themselves and participate in decisions. In lieu of the patient's views, intensive care relies heavily upon family members to understand and communicate their likely wishes. This role is made easier if families and patients have already discussed end-of-life issues including the completion of an advance care directive.
To provide some understanding of the level of engagement of advance care planning in the intensive care patient population, an estimate for the prevalence of advance care directives amongst ICU patients in 2014 and 2015 was determined. This was undertaken through the Australian and New Zealand Intensive Care Society's Clinical Trials Group Point Prevalence Program. Two prospective single-day observational studies were performed in 2014 and 2015. A patient was deemed to have an advance care directive if there was documented evidence of a patient-initiated 'advance directive', such as a living will, or a medically initiated limitation of treatment plan, (including not for resuscitation [NFR] forms). NFR orders completed without patient or family involvement were not included. The timing of completion was recorded. The number completed prior to arriving in the ICU was very low (2014: 1.7% [10/577], 2015: Table 1 , on next page).
To increase the knowledge of a patient's end-of-life wishes, such as an advance care directive, there are two options: 1) increase the amount of planning occurring in the broader community, and/or 2) target those that are more likely to die. Those at risk of dying include patients with significant chronic disease and/or advancing age. In spite of these significant differences, however, the number remains small and so there remain many missed opportunities for advance care planning.
The Intensive Care Medicine professional societies, the Society of Palliative Medicine and the Australasian College of Emergency Medicine have all included the need for earlier goals of care discussion, including end-of-life discussions, in their Choosing Wisely Australia recommendations 9 . Although these discussions can take place for the first time in ICU, the emotional burden on family and the difficulty for health professionals is magnified if end-of-life care has not been discussed before. With the ever-increasing range of medical interventions available, it is not surprising we default to doing more, but we should be aiming to match treatment intensity to the goals of patients and families.
Reflecting on these results, two suggestions arise to improve intensive care professionals' understanding of a patient's end-of-life wishes. It is essential to remember that patients who die in intensive care have had multiple interactions with doctors pre-ICU and pre-hospital and thus, any solutions need to involve the other health sectors and not just the ICU. A recent modelling paper suggests that discussions pre-ICU are more efficacious in reducing ICU usage than once the patient has already arrived in the ICU 10 . First, systematically target 'high risk of dying' patient groups for goals of care conversations in the outpatient setting. Such groups include those where one would not be 'surprised' if they died within a year (the Gold Standards framework from the UK uses the 'surprise question' as a trigger to identify patients nearing the end of their life-"would you be surprised if this patient were to die in the next few months, weeks or days?") 11 . Second, as a society, more conversations about end-of-life wishes are needed. An important limitation of our study is that we do not know how many patients had informal discussions with their families ahead of time. Indeed, if completing an enduring power of guardianship or advance care directive is too high an expectation, an informal conversation to an 'in-the-moment' decision-maker can make decision-making so much easier for everyone involved 12 . In the United States, the 'conversation project', and 'Death over Dinner', which has recently been introduced in Australia, are movements designed to help facilitate people having these discussions 13, 14 . Australia does have many state-based advance care planning initiatives, but our results suggest that the impact of these is yet to be seen 15, 16 . Finally, for the ICU itself, formal family meetings for patients thought to be at high risk of dying or not returning home, has previously been shown to be an effective mechanism for aligning treatments with patient wishes 17 .
As the intensive care community includes personnel highly skilled in having these end-of-life discussions, it is worthwhile considering what role we have outside the walls of the ICU? One option is getting involved preoperatively in high-risk surgical cases to provide reasonable expectations for postoperative care 18, 19 . The other opportunity is starting conversations with our colleagues and the community about the need for these discussions 20, 21 .
The decision to provide intensive care support is inextricably linked with distress and suffering, and is never taken lightly. These decisions are frequently more challenging when faced with uncertainty as to whether the patient will truly benefit from intensive care. In these situations, better decisions are made if patients are able to communicate what is important to them, what they value, and what their goals are at the end of life. When patients cannot communicate their wishes, we rely on families to represent them and make in-the-moment decisions. These decisions can be facilitated by prior conversations that are not always occurring. One decision for the intensive care community is whether we should be getting more involved in reaching out beyond our units to proactively start these conversations. In any event, it is time for Australia to have a coordinated, proactive approach to patients dying in hospital 22 .
